Results-Crude death rates were lower for all groups using the April 1, 2000, populations. Age-specific death rates were generally lower for most age groups, except for infants and the very old for which death rates were higher. Age-specific death rates for males were lower for most age groups, except infants and those 75 years and over. For females, with the exception of infants, age-specific death rates were lower. Race-specific patterns by age for the white and black populations were similar to all races combined. For the American Indian population, age-specific death rates were substantially lower for ages under 75 years. For ages 75 years and over, American Indian death rates were dramatically higher. Age-specific death rates for the Asian or Pacific Islander (API) population were higher for ages under 15 years; lower for ages 15-84 years, especially for the 15-34 year age group; and higher for those 85 years and over. For the Hispanic population, age-specific death rates were substantially lower for those age 15-34 years and higher for those age 55 years and over, especially for those age 85 years and over. For the total white and total black populations, the age-adjusted death rate was somewhat higher for males and lower for females. For API the pattern was reversed. For
for females. For API the pattern was reversed. For the American Indian and Hispanic populations, age-adjusted death rates were higher for both males and females.
For the 15 leading causes of death, age-adjusted death rates based on the April 1, 2000, population figures were lower for heart disease, cancer, chronic liver disease, septicemia, diabetes, chronic lower respiratory diseases, unintentional injuries, homicide, suicide, and hypertension. Age-adjusted death rates were higher for pneu monitis, Alzheimer's disease, and stroke. Rates were unchanged for influenza and pneumonia and nephritis, nephrotic syndrome and nephrosis.
Life expectancy at birth was higher for the entire population and both the white and black populations using the April 1, 2000, population figures. It was 0.1 year higher for the whole population as well as for the total white and total black populations. For the total male population, life expectancy at birth was 0.1 year higher while it was 0.2 years higher for the female population. The increase in life expectancy at birth was 0.1 year for both sexes within the white and black populations. This observed gain in life expectancy at birth based on the revised popu lation figures is reversed for life expectancy at the oldest age groups for the whole population and for males. A similar pattern is observed for both white and black males; however, the magnitude of the decline in life expectancy at older ages is much greater among black males. Among females of both race groups and the total population, there is either no change or an increase in life expectancy in the oldest age groups.
Conclusions-Revised death rates and life expectancies are, in many cases, significantly different from previously published mortality statistics calculated using 1990-based postcensal estimates for 2000. Thus, previously published mortality statistics for 2000 using the 1990-based populations will not be comparable to the corresponding sta tistics that will be published for 2001. The data in this report will provide comparable 2000 data. Efforts are also underway to revise previously published mortality tables for 2000 as well as previously published data for 1991-99.
Introduction
The calculation of many of the most commonly used mortality statistics (e.g., death rates, age-adjusted death rates, and life expectancy) requires estimates of the population at risk of dying. These population figures are produced for the Centers for Disease Control and Prevention's National Center for Health Statistics (NCHS) under a collaborative agreement with the U.S. Census Bureau. Recently published U.S. mortality statistics for the year 2000 used postcensal population estimates based on the 1990 decennial census because detailed populations by race from the 2000 census were unavailable at the time of this publication (1,2).
As a result of standards issued in 1997 by the Office of Man agement and Budget (OMB), the 2000 census included an option for individuals to report more than one race (3). In contrast, death cer tificates currently collect information on a single race, creating a serious lack of comparability between race categories used in the numerators and denominators of death rates. In order to produce revised mortality statistics by race using population figures for 2000, it was necessary to ''bridge'' the enumerated 2000 population data for multiple race categories back to single race categories comparable with those reported on the death certificate.
This report presents revised crude death rates, age-adjusted death rates, and life expectancies for the year 2000 based on popu lations from the 2000 census. Death rates are presented by age, sex, race, and Hispanic origin. Rates are also shown by cause of death for the total population. Life expectancies are presented by race (white and black), sex, and age. The revised statistics are compared with previ ously published rates and life expectancies and the effect of the revised estimates on previously published mortality trends are described.
Methods

Data
Data in this report are based on information from all death certificates filed in the 50 States and the District of Columbia. It is believed that more than 99 percent of all deaths occurring in the United States are registered (4). Demographic information on death certificates is provided by funeral directors. Attending physicians, medical examiners, or coroners provide cause-of-death information. Original records are filed in State registration offices. Statistical information is compiled into a national database through the Vital Statistics Cooperative Program of NCHS. Cause-of-death statistics presented in this report are classified in accordance with the International Classification of Diseases, Tenth Revision (ICD-10) (5).
Populations
The death rates presented in this report are computed on the basis of populations provided by the U.S. Census Bureau. Two sets of populations are used to produce two sets of mortality statistics for 2000. The first set of statistics matches those previously published (1,2) and are calculated using July 1, 2000, postcensal population estimates based on the 1990 decennial census (6). The second revised set of statistics is calculated using April 1, 2000, populations from the 2000 decennial census bridged to single race categories (7).
The new OMB standards for the classification of race and ethnicity were implemented with the 2000 census. Consequently, the census, as specified by the new standards, included an option for individuals to report more than one race, as appropriate, for themselves and household members (3). In addition, the standards specified five minimum race categories to be used for tabulation (American Indian or Alaska Native, Asian, Black or African American, Native Hawaiian or Other Pacific Islander, and White). This is a modification of the previous OMB standards used in the 1990 census in which only four race categories were specified (Asian or Pacific Islander persons were treated as a single group) and respondents reported only one of the four (8). In order to produce 2000 populations with race categories comparable to those used on the death certificate, the enumerated population data with multiple race categories was ''bridged'' back to single race categories. In addition the 2000 census counts were modified to be consistent with the old OMB race categories, i.e., data for Asian persons and Native Hawaiians or other Pacific Islanders were combined into a single category, Asian or Pacific Islanders. The pro cedures used to produce the ''bridged'' populations are described in separate publications (9, 10) . It is anticipated that ''bridged'' population data will be used over the next few years for computing populationbased rates. Beginning with deaths occurring in 2003, a few States will collect multiple race data on the death certificate. Once all States begin collecting data on race according to the new OMB standards, the use of ''bridged'' populations can begin to be discontinued.
It is important to emphasize that the population data used to calculate the race-specific mortality statistics presented in this report are based on special estimation procedures and are not true counts. The estimation procedures used to develop these populations are subject to error. Smaller populations, e.g., American Indians, are likely to be affected much more than larger populations (9). While the nature and magnitude of these errors is unknown, the potential for error should be kept in mind when evaluating trends and differentials. Over the next several years, additional information will be incorporated in the esti mation procedures, resulting in more robust race-specific population estimates. Table 1 compares revised death rates by age, sex, race, and Hispanic origin calculated using April 1, 2000, population figures with previously published rates calculated using 1990-based postcensal population estimates. The crude death rate for the United States in 2000 using the revised population figures was 854.0 deaths per 100,000 population, 2.2 percent lower than that previously published (873.1) for 2000. The 1990-based postcensal estimate of the U.S. population underestimated the April 1, 2000, census enumeration by more than 6 million persons (see tables II and III). The revised age-adjusted death rate for 2000 (869.0 deaths per 100,000 U.S. standard population) was also lower than that previously published (872.0), although by only 0.3 percent.
Results
Death rates
Revised age-specific death rates for 2000 were also generally lower than those previously published for 2000. The 1990-based post censal estimates were underestimates of the enumeration for all age categories except infants (under 1 year) and the very elderly (85 years and over). The infant death rate was 1.1 percent higher and the death rate for those 85 years and over was 1.3 percent higher using the enumerated population for 2000. It should be noted that infant death rates, which use a population-based denominator, differ from infant mortality rates, which use the annual number of births in the denomi nator. Infant mortality rates, a key indicator of infant health, are unaf fected by the revised populations. Changes in infant death rates are important because they may affect changes in age-adjusted death rates.
The pattern for males was similar to that for the total population, except that a higher death rate (1.7 percent) was also noted for those 75-84 years of age. The death rate for those 85 years and over was 5.4 percent higher than that previously published, much larger than that noted for the same age category in the total population. The higher death rates at the oldest ages resulted in a 1.1 percent larger ageadjusted male death rate using the enumerated male population, despite a 2.5 percent drop in the crude death rate. For females, crude and age-adjusted death rates were lower (by 1.9 percent and 1.0 percent, respectively) using the enumerated populations. Age-specific death rates (except for infants) were also lower.
The pattern of crude and age-specific death rates for the white and non-Hispanic white populations are similar to that for all races com bined. However, for the non-Hispanic white population, the increase in the infant death rate using revised populations is substantially larger (3.9 percent) than that for all races (1.1 percent) and for the white population as a whole (2 percent). The 1990-based postcensal popu lation for 2000 of non-Hispanic white infants was significantly overestimated (see tables II and III). The white and non-Hispanic white populations also show similar patterns with respect to age-adjusted death rates. Overall, the age-adjusted death rate is slightly lower for these groups using the revised populations, but is somewhat higher for males and lower for females.
For the black and non-Hispanic black populations, the pattern is also generally similar to that for all races combined with three major exceptions. First, the infant death rate was lower by 5.3 percent for the black population and 6 percent for the non-Hispanic black population using revised populations. This denotes a significant underestimate in the 1990-based postcensal population estimate of black infants (see tables II and III). Second, for black males, the death rate at ages 65-74 years was higher using the revised populations but lower for all races combined. In addition, black males at the older ages (65 years and over) showed larger increases in death rates (as much as 8.4 percent) than that observed for all races. Third, the decreases for black females in the age-adjusted rate using the revised populations were larger overall (2.1 percent for the black population and 3.3 percent for the non-Hispanic black population).
Crude death rates for the American Indian population were sub stantially lower (about 18 percent) using the revised population figures. Large decreases were also observed for age-specific death rates for those under 75 years, ranging from 6.6 percent for those aged 65-74 years to 24 percent for those aged 1-4 years. In contrast, for ages 75 years and over, death rates were considerably larger using the revised populations. For those 85 years and over, the increase was 51.2 percent, denoting a dramatic overestimate in the 1990-based post censal population for this group (see tables II and III). Very similar patterns were noted for both American Indian males and females. Because of the substantially larger rates at the older ages, both American Indian males (1.6 percent) and females (3.1 percent) showed larger age-adjusted death rates using the revised population figures.
For Asian or Pacific Islanders (API), the crude death rate was also lower using the revised populations. Substantial decreases were noted for the age categories 15-34 years. In contrast, API infant death rates were considerably larger, by as much as 15 percent for API females using the revised populations. Also larger were death rates for APIs aged 1-4 years, 5-14 years, and 85 years and over. The age-adjusted death rate for APIs dropped slightly overall and for males, but increased slightly for females.
For the Hispanic population, the crude death rate was about 8 percent lower using the revised population figures, denoting a sub stantial underestimate in the 1990-based postcensal population esti mates for Hispanics (see tables II and III). Substantial decreases in the death rate were also noted for those aged 15-34 years. Infant death rates also declined. Death rates using the revised populations were larger for those aged 55 years and over, particularly for ages 75 years and over (17.1 percent for those 75-84 years and 35.7 percent for those 85 years and over). The larger death rates at the older ages resulted in much larger age-adjusted death rates for both Hispanic males (13.8 percent) and females (14.8 percent). Table 2 shows crude and age-adjusted death rates for the total population for 113 selected causes of death. For the total population, revised death rates by cause of death using the April 1, 2000, census populations are generally, but not substantially lower and are gener ally consistent with the pattern observed for all causes. The effect of changing population figures on crude rates by cause of death will depend on which population subgroup is being examined since the denominator for the crude rate is the same for each cause of death. That is, crude American Indian male death rates by cause will be affected more (by around 18 percent overall) than crude death rates by cause for the white female population (by about 1.4 percent). Age-adjusted death rates by cause, however, will be differentially affected depending on the age composition of the cause being examined and the changes in the population distribution by age.
Cause of death
The two leading causes of death in 2000 were Diseases of heart (heart disease) and Malignant neoplasms (cancer). Together, these two causes accounted for more than one-half of all deaths. The ageadjusted rate for these two causes was slightly lower using the revised population figures (0.1 percent lower for heart disease and 0.7 percent lower for cancer). Among the 15 leading causes of death, reductions in the age-adjusted death rate of 1 percent or less were also noted for Chronic liver disease and cirrhosis (1 percent), Septicemia (0.9 percent), Diabetes mellitus (0.8 percent), and Chronic lower respiratory diseases (0.2 percent). Larger reductions were noted for Assault (homi cide) (3.3 percent), Intentional self-harm (suicide) (1.9 percent), Acci dents (unintentional injuries) (1.7 percent), and Essential (primary) hypertension and hypertensive renal disease (hypertension) (1.5 percent). Also, although not among the 15 leading causes of death, the age-adjusted death rate for Human immunodeficiency virus (HIV) disease was 1.9 percent lower. Most of these larger reductions occurred because deaths for these causes tend to be concentrated in the middle and younger age groups for which death rates were significantly lower using the revised population figures.
Age-adjusted death rates were higher using the revised popula tions for Pneumonitis due to solids and liquids (pneumonitis) (1.7 percent), Alzheimer's disease (0.6 percent), and Cerebrovascular dis eases (stroke) (0.2 percent). Higher age-adjusted death rates for these causes were the result of a much higher concentration of deaths in the oldest ages (85 years and over) for which the death rate was higher using the revised populations. No change in the age-adjusted death rate was noted for the remaining 2 of the 15 leading causes, Influenza and pneumonia and Nephritis, nephrotic syndrome and nephrosis. Table 3 presents life expectancies by age, sex, and race (white and black) calculated using April 1, 2000, population figures and 1990-based postcensal population estimates. Based on April 1, 2000, population figures, life expectancy at birth for the United States in 2000 was 77.0 years, representing a 0.1 year increase from life expectancy at birth of 76.9 years estimated using 1990-based postcensal estimates of the population. The same pattern is observed for both males and females. Life expectancy at birth estimated using April 1, 2000, population figures is 0.1 year and 0.2 years higher for males and females, respectively, in comparison to life expectancy estimated using 1990-based postcensal population estimates. These findings are consistent with the overall lower crude death rates and generally lower age-specific death rates based on the April 1, 2000, population figures for the total population and males and females of all races (see table 1) .
Life expectancy
A similar pattern is observed for both the white and black popu lations. Life expectancy at birth based on April 1, 2000, population figures is higher than that estimated using 1990-based postcensal population estimates. For the total white population, life expectancy at birth (77.6 years) is 0.1 year higher, and for the total black population, life expectancy at birth (71.9 years) is 0.1 year higher. For both race groups, the same pattern is observed by sex. Life expectancy at birth is higher for white males and females as well as for black males and females. They evidence very similar differences between life expect ancy based on April 1, 2000, population figures and 1990-based postcensal population estimates. Again, these findings are consistent with the lower crude death rates and generally lower age-specific death rates based on April 1, 2000, population figures observed for both the white and black populations (see table 1).
Beyond age 0, life expectancy differentials between those based on April 1, 2000, population figures and 1990-based postcensal popu lation estimates show distinct patterns by race and sex. For the total population, differences between the life expectancy estimates based on the two population sources change from positive or no difference to negative differences at ages 85-89 and 90-94 years. In other words, life expectancy at these ages, unlike that observed at age 0 (or at birth), is lower when based on the April 1, 2000, population than when calculated using the 1990-based postcensal estimates. This pattern is observed for men beginning at ages 65-69 years, with a decline in life expectancy of 0.1 year. On the other hand, among females for all ages the differentials are either positive or zero. These findings are also consistent with observed increases in age-specific death rates based on April 1, 2000, population figures in the oldest age groups for the total and male populations (see table 1 ).
Among the total white population, life expectancy differences by age based on the two distinct population sources remain positive from age 0 to ages 55-59 years, and beginning at ages 60-64 years, the differentials remain zero. Like what was observed for the total popu lation, the differentials become negative for males beginning at ages 65-69 years and, through ages 95-99 years, with a loss of 0.1 year for each age group and similarly the differentials by age for white females are either positive or zero.
The same pattern as that observed for the total population is observed for the black population, although it is much more pronounced for the black population. For the total black population, negative dif ferentials begin with ages 60-64 through ages 65-69 years and then again at ages 85-99 years. The greatest loss in years is experienced by those ages 90-94 years who lose 0.2 years. Similar to the total and white male populations, the negative differentials for black males begin at a relatively young age (younger in this case than in the other two) and become increasingly larger with age. In this case, the differentials range from -0.1 year at ages 50-54 to -0.4 years for ages 65-69, 70-74, 85-89, and 90-94 years. Like the case for the white population, these findings are consistent with age-specific death rates based on April 1, 2000, population figures. However, in these magnitudes we do observe substantial differences between the black male and white male popu lations. White males lose no more than 0.1 year in the oldest age categories, while black males lose as much as 0.4 years. Black females exhibit similar patterns as white females; differentials are either positive or zero. However, the magnitudes of the differences tend to be larger for black females except at the oldest age group (100 years and over).
Discussion
The results presented in this report show the impact of revised mortality statistics by age, race, sex, and cause of death for 2000, calculated using newly released April 1, 2000, population figures. Compared with previously published mortality statistics calculated using 1990-based postcensal estimates for 2000, revised death rates and life expectancies are, in many cases, significantly different.
Overall, revised crude death rates were lower when using the new population figures. This was true for males and females and for all race and ethnic groups. As a result, the burden of mortality as measured by the crude death rate was generally overestimated, in some cases, substantially in previously released estimates using the 1990-based population estimates. The American Indian crude death rate, in par ticular, was nearly 20 percent lower using the new population figures. This would be consistent with a substantial postcensal population underestimate for the American Indian population. However, error introduced with the race bridging procedure in the estimation of April 1, 2000, population figures cannot be ruled out as a contributing factor.
Age-specific death rates were also generally lower using the new population figures, except for infants and the elderly for whom death rates tended to be higher. For some groups, the increase in death rates for the elderly was large enough that the age-adjusted rate was actually higher when calculated using the new population figures. This was particularly true for the Hispanic population, which had an age-adjusted death rate based on the new population figures that was nearly 14 percent higher than the rate based on the 1990-based population estimates. This has important implications for the analysis of mortality differentials between the Hispanic and non-Hispanic white populations. Using the new population figures, the difference in relative mortality risk between the two groups is substantially smaller than that observed using the 1990-based postcensal estimates. Another important implication of the revision of mortality statistics for 2000 is their lack of comparability with previously published mortality trends for the 1990s. Death rates and life expectancies for 1991-99 were calculated using 1990-based postcensal estimates for these years. To be comparable to the revised mortality statistics for 2000, mortality statistics for 1991-99 also need to be revised using inter censal population estimates that take into account both 1990 and 2000 census populations figures. Efforts are currently underway to revise mortality statistics for the 1990s using ''bridged'' intercensal populations recently produced by the U.S. Census Bureau.
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Cause-of-death classification
The mortality statistics presented here were compiled in accor dance with the World Health Organization (WHO) regulations, which specify that member nations classify and code causes of death in accordance with the current revision of the International Statistical Classification of Diseases and Related Health Problems (ICD) . The ICD provides the basic guidance used in virtually all countries to code and classify causes of death. Effective with deaths occurring in 1999, the United States began using the Tenth Revision of this classifica tion, (ICD-10) (5).
The ICD not only details disease classification but also provides definitions, tabulation lists, the format of the death certificate, and the rules for coding cause of death. Cause-of-death data presented in this publication were coded by procedures outlined in annual issues of the NCHS Instruction Manuals (14, 15, 16) . The manuals include rules for selecting the underlying cause of death for tabulation purposes, defi nitions, tabulation lists, and regulations on the use of the Classification.
Before 1968, mortality medical data were based on manual coding of an underlying cause of death for each certificate in accordance with WHO rules. Effective with data year 1968, NCHS converted to com puterized coding of the underlying cause and manual coding of all causes (multiple causes) on the death certificate. In this system, called ''Automated Classification of Medical Entities'' (ACME) (17), multiple cause codes serve as inputs to the computer software that employs WHO rules to select the underlying cause. Many States have imple mented ACME and provide multiple cause and underlying cause data to NCHS in electronic form; for those States that do not, NCHS codes the mortality medical data using ACME.
The ACME system is used to select the underlying cause of death for all death certificates in the United States. In addition, NCHS has developed two computer systems as inputs to ACME. Beginning with 1990 data, the Mortality Medical Indexing, Classification, and Retrieval system (MICAR) (18, 19) , was introduced to automate coding multiple causes of death. In addition, MICAR provides more detailed information on the conditions reported on death certificates than is available through the International Classification of Diseases (ICD) code struc ture. Then, beginning with data year 1993, SuperMICAR, an enhance ment of the MICAR system, was introduced. SuperMICAR allows for literal entry of the multiple cause-of-death text as reported by the certifier. This information is then automatically processed by the MICAR and ACME computer systems. Records that cannot be automatically processed by MICAR or SuperMICAR are manually multiple-cause coded and then further processed through ACME.
In this report, tabulations of cause-of-death statistics are based solely on the underlying cause of death. The underlying cause is defined by WHO as the disease or injury which initiated the train of events leading directly to death, or the circumstances of the accident or violence which produced the fatal injury (5). It is selected from the conditions entered by the physician in the cause-of-death section of the death certificate. When more than one cause or condition is entered by the physician, the underlying cause is determined by the sequence of conditions on the certificate, provisions of the ICD, and associated selection rules and modifications. Generally, more medical information is reported on death certificates than is directly reflected in the underlying cause of death. This is captured in NCHS multiple cause-of-death statistics (20-22).
Race and Hispanic origin
Race and Hispanic origin are reported separately on the death certificate. Therefore, data shown by race include persons of Hispanic or non-Hispanic origin, and data for Hispanic origin include persons of any race. In this report, unless otherwise specified, deaths of Hispanic origin are included in the totals for each race group-white, black, American Indian, and Asian or Pacific Islander (API)-according to the decedent's race as reported on the death certificate. Data shown for Hispanic persons include all persons of Hispanic origin of any race.
Mortality data for the Hispanic-origin population are based on deaths to residents of all 50 States and the District of Columbia. Data year 1997 was the first year that mortality data for the Hispanic population were available for the entire United States.
Quality of race and Hispanic origin data-Death rates for Hispanic, American Indian, and API persons should be interpreted with caution because of inconsistencies in reporting race and ethnicity on the death certificate as compared with race and ethnicity on censuses, surveys, and birth certificates. Studies have shown underreporting on death certificates of American Indians, API, and Hispanic decedents; and undercounts of these groups in the censuses (23, 24) .
A number of studies have been conducted on the reliability of race and ethnicity reported on the death certificate by comparing race on the death certificate with that reported on another data collection instrument, such as the census or a survey. Differences may arise because of differences in who provides race and ethnicity information on the compared records. Race and ethnicity information on the death certificate is reported by the funeral director as provided by an informant or, in the absence of an informant, on the basis of observation. In contrast, race and ethnicity on the census or on the Current Population Survey (CPS) is obtained while the individual is alive and is selfreported or reported by another member of the household familiar with the individual and, therefore, may be considered more valid. A high level of agreement between the death certificate and the census or survey report is essential to assure unbiased death rates by race and ethnicity. Studies (24, 25) show that a person self-reported as American Indian or Asian on census or survey records was sometimes reported as white on the death certificate. The net effect of misclassification is an underestimation of deaths and death rates for races other than white and black. In addition, undercoverage of minority groups in the census and resultant population estimates, introduces biases into death rates by race and ethnicity (23, 26) .
The National Longitudinal Mortality Study examined the reliability of Hispanic origin reported on 43,520 death certificates with that reported on a total of 12 Current Population Surveys (CPS) conducted by the U.S. Census Bureau for the years 1979-85 (23) . In this study, agreement-on a record-by-record basis-was 89.7 percent for any report of Hispanic origin. The ratio of deaths for CPS divided by deaths for death certificate was 1.07 indicating net underreporting of Hispanic origin on death certificates by 7 percent as compared with self-reports on the surveys. Death rates for the Hispanic-origin population are also affected by undercoverage of this population group in the census and resultant population estimates; the estimated net correction, taking into account both sources of bias, is 1.6 percent (23, 26) .
Other races and race not stated-Beginning in 1992 all records coded as ''Other races'' (0.03 percent of the total deaths in 2000) were assigned to the specified race of the previous record. Records for which race was unknown, not stated, or not classifiable (0.08 percent) were assigned the racial designation of the previous record.
Computation of rates and population bases
Crude and age-specific death rates for 2000 are per 100,000 population in a specified group. Age-adjusted death rates are per 100,000 U.S. standard population in a specified group and are used to compare relative mortality risks among groups and over time (27) . They should be viewed as relative indexes rather than as actual measures of mortality risk. They were computed by the direct method of standardization by applying age-specific death rates to the age-specific U.S. standard population weights (shown in table I).
Population estimates represent the population at risk of dying in a specified group. Two sets of populations by age, sex, race, and Hispanic origin were used for computing death rates in this report. One set includes estimates for July 1, 2000, based on 1990 census popu lations (6) (table II). Census populations for 1990 by race were modified to be consistent with 1977 OMB categories and historical categories for death data (8,28). The second set includes April 1, 2000, populations from the 2000 decennial census (7) (table III). Census 2000, as specified by 1997 OMB standards, included an option for individuals to report more than one race (3). In order to produce 2000 populations with race categories comparable to those used on the death certificate (which followed the older 1977 OMB categories), NCHS, in collabo ration with the U.S. Census Bureau, ''bridged'' the enumerated popu lation data with multiple race categories back to single race categories. The procedures used to produce the ''bridged'' populations are described in detail in separate publications (9,10).
Life tables
The life table provides a comprehensive measure of the effect of mortality on life expectancy. It is composed of sets of values showing the mortality experience of a hypothetical group of infants born at the same time and subject throughout their lifetime to the age-specific death rates of a particular time period, usually a given year. Beginning with final data reported for 1997, the life table methodology was changed from previous annual reports. Previously, U.S. life tables were abridged and constructed by reference to a standard table (29). In addition, the age range for these life tables was limited to 5-year age groups ending with the age group 85 years and over.
Beginning with 1997 mortality data, a revised life table method ology was used to construct complete life tables by single years of age that extend to age 100 years (30) using methodology similar to that of the decennial life tables (31). The advantages of the new methodology over the previous methodology are its comparability with decennial life table methodology, greater accuracy, and greater age detail. A com parison of the two methods shows small differences in resulting values of life expectancy (30). Although the new method produces complete life tables, that is, life tables by single years of age, life table data shown in this report are summarized in 5-year age groupings. To calculate the probability of dying at each age, the revised methodology uses vital statistics death rates for ages under 85 years and mortality data from the Medicare program for ages over 85 years. Medicare data were used to model the probability of dying at ages 85 years and over because the data are shown to be significantly more reliable than vital statistics data at the oldest ages (32).
The life tables presented in this report use a slight modification of the new life table method introduced in 1997 as a result of a change in the age detail of populations received from the U.S. Census Bureau. Populations for 2000 based on the April 1, 2000, Census were provided by single year of age up to age 84, followed by ''85 years and over,'' and as a result it was not possible to apply the same smoothing technique that has been used when population figures in single years of age up to ages ''100 years and over'' were available (30). Accord ingly, Medicare data were used to estimate the probability of dying by single year of age for ages up to ''100 years and over.'' For compa rability, the same procedure was used to estimate life tables using the 1990-based postcensal estimates of the 2000 U.S. population.
Random variation
The mortality data presented in this report are not subject to sampling error. However, mortality data, even based on complete counts, may be affected by random variation. When the number of events is small (perhaps less than 100) and the probability of such an event is small, caution must be observed when interpreting mortality data (see references 1 and 27 for a more detailed discussion of random variation and formulas for calculating standard errors for crude and age-adjusted death rates). 
